The clinical consequence of this compression is neurogenic claudication and varying degrees of leg and back pain. Degenerative lumbar spinal stenosis is a major cause of pain and impaired quality of life in the elderly. The natural history of this condition varies; however, it has not been shown to worsen progressively. Nonsurgical management consists of nonsteroidal antiinflammatory drugs, physical therapy, and epidural steroid injections. If nonsurgical management is unsuccessful and neurologic decline persists or progresses, surgical treatment, most commonly laminectomy, is indicated.
Because of biomechanical changes in the disc, excessive stresses are transmitted to facetal joint leading to degeneration of the facet joint. As a result, hypertrophy of the facetal joint, arthritis, synovial cyst form as well as thickness of ligamentum flavum, bulging of the annulus. These changes collectively cause spinal canal stenosis.
If the rate of facet joint alteration (erosion/capsular laxity) exceeds that of disc, anterior subluxation occurs.
Although degeneration is universal, only in some individuals, it may be symptomatic.
The symptoms and signs of neurogenic claudication are not solely related to the underlying compressive changes. Compression alone does not independently cause pain but can cause neurology In a normal spinal canal, the nerve moves as much as five mm within the neuroforamen.
If normal movement obstructed, the internal tension in the nerve increase. Inflammation of the nerve in this situation causes pain. Therefore pain is due to combination of inflammation, mechanical pressure, venous congestion and ischemia. 6. In the rare case of a progressive neurologic deficit or cauda equina syndrome, urgent surgical decompression is indicated.
7. In most cases, the natural history of degenerative lumbar stenosis is variable and does not follow a progressively deteriorating course.
Variable weakness, numbness 9. Night muscle cramps
Neurogenic claudication is described as pain or numbness or weakness in the leg or thigh or buttock while standing as well as walking capacity. This is observed in 94% of patients Whereas numbness (63%), or weakness (43%).
Ability to walk distances can be increased by ambulating with the spine in a flexed forward posture such as that used when pushing a shopping cart.
Typically, spinal extension narrows the spinal canal and worsens neurogenic symptoms, whereas spinal flexion and sitting increases the diameter of the spinal canal, partially alleviating symptoms. Decompress the adjacent area.
Radiographic Evaluation

Simple spinal stenosis:
Stenosis without radiographic evidence of instability Or with less than grade I degenerative spondylolisthesis Or less than 20 of degenerative scoliosis or no previous surgery.
These patients may be treated with decompression surgery only.
Complex spinal stenosis,
>grade I, or degenerative scoliosis with curve exceeding 20, post laminectomy junctional stenosis.
These cases often need decompression and fusion with or without instrumentation. When fusion is indicated, an instrumentation is better. However, no correlation with clinical outcome and pseudarthrosis.
Fraser 30% transition syndrome at 10 years.
Laminectomy
After resection of the spinous processes and superficial dorsal lamina, central decompression is performed with removal of the midline laminae and underlying ligamentum flavum. Partial medial facetectomies is performed. The exiting nerve roots, which may be decompressed using Kerrison rongeurs. The decompression is completed checking the nerve root canals.
The decompression should begin away from the area of maximal stenosis and should be carried out from caudad to cephalad direction. The lamina can be removed safely out to the most medial portion of the articular facets.
If dura, poor pulsations, or tight lateral recess, further decompression is indicated in the lateral direction, usually requiring resection of the medial portion of the superior facets.
3 mm Probe is passed. If it is tight in the recess, it means mid zone is tight and need complete excision of facet. 
Microendoscopic Laminotomy
A drawback of this technique is that the ipsilateral lateral recess is difficult to access without extensive facetectomy.
Interspinous Process Devices
Recently, interspinous process devices have been used to manage lumbar spinal stenosis. These implants block spinal extension at the level of the facet joint and limit canal narrowing associated with spinal extension.
In a prospective study: 91 patients were treated nonsurgically and 100 were treated with the X-STOP interspinous implant. At 2-year follow-up, symptom scores improved by 45% over baseline in patients treated with the X-STOP implant compared with 7% improvement in the control Indication for arthrodesis
Summary
Degenerative lumbar spinal stenosis is a major cause of impaired quality of life and diminished functional capacity in the elderly.
Patients commonly present with neurogenic claudication and diminished standing and walking tolerance; however, their ability to walk distances can be increased by ambulating with the spine in a flexed-forward posture.
Back pain or lower extremity symptoms can often be elicited with lumbar extension.
MRI can best demonstrate the degree of narrowing in the central canal and lateral recess. 
